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Back to school again and a life of lessened activity 
that is likely to influence normal bowel habits. Dur- 
ing this period of readjustment, consider the use of 
Petrolagar Plain. 

Petrolagar is gentle, but thorough and may be pre- 
scribed for all ages as an aid to restoration of normal 
bowel habits. Most children cooperate willingly be- 
cause Petrolagar is exceptionally palatable and easy 
to take just as it is, or in milk, water or fruit juices. 
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THE CIRCLE OF WILLIS 
ITS ANGLES AND ITS ANEURYSMS 
CHARLES A. McDONALD, M.D., AND 
Mitton Kors, M.D. 


ProvipENcE, R. I. 


In clinical medicine apoplexy may be due to 
cerebral hemorrhage or to subarachnoid hemor- 
rhage. One is hemorrhage within the brain sub- 
stance, the other is hemorrhage into the subarach- 
noid space. Differential diagnosis between hemor- 
rhage within the brain substance and hemorrhage 
into the subarachnoid space can be made readily by 
lumbar puncture. Bloody spinal fluid means sub- 
arachnoid hemorrhage. Clear spinal fluid indicates 
that the lesion is probably within the brain sub- 
stance. Intracerebral hemorrhage near the cortex 
may leak red cells into the subarachnoid space, 
but rarely more than a few. 

Spontaneous Subarachnoid Hemorrhage is not a 
rare disease. It is the cause of 2% of sudden 
deaths.’ Clinically it appears by the “sudden onset 
of apoplectiform headache, mild stiffness of the 
neck, double Kernig’s sign, a bit of fever, and 
bloody spinal fluid.”* This disease is almost always 
due to ruptured aneurysm of the circle of Willis. 

The Circle of Willis 

The circle of Willis is named in honor of Thomas 
Willis, who first described the network of arteries 
at the base of the brain. In 1664, he wrote “Cerebri 
Anatome,”* a classic treatise on the anatomy and 
physiology of the nervous system. Figure 1 is from 
Willis’s book. It was drawn by Christopher Wren, 
the great English architect. The circle of Willis is 
formed by junction of branches of the internal 
carotid arteries and the basilar artery. Each internal 
carotid artery divides into an anterior, a middle, 
and a posterior branch. The two anterior branches 
—the anterior cerebral arteries — are joined by 
the anterior communicating artery. The posterior 
branch of each internal carotid artery. joins with a 
branch from the basilar artery, forming the pos- 
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terior communicating artery on each side and com- 
pleting the circle of Willis. It has been aptly said 
that, “Nowhere in the entire body has evolution 
produced a more effective vascular mechanism than 
that presented in the circle of Willis. At each of the 
four corners of this so-called circle is situated an 
artery of sufficient caliber to maintain alone the 
integrity of the cerebral circulation.”* 


Figura th 





Figure 1: Photostat of original diagram of circle of 
Willis from Willis’s ‘“‘Cerebri Anatome” (1664). 


The Angles of the Circle of Willis 


Tilney and Riley* call the circle of Willis a hep- 
tagon. French anatomists call it a polygon. On 
restudying Willis’s original illustration it is evident 
that the circle of Willis is not a circle at all, but 
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a polygon made of straight arteries joined at angles. 
In the etiology of cerebral aneurysm the angles are 
an important factor, for it has been demonstrated 
that where arteries branch or join there is weakness 
of the vessel wall at the angles. Eppinger,’ in 1887, 
attributed the formation of cerebral aneurysms to 
an innate weakness in the structure of arteries 
at their points of junction and bifurcation. He 
suggested that a congenital defect in the elastic 
properties of the arterial wall might lead directly 
to aneurysm formation, or aneurysm might result 
from the addition of atheromatous degeneration to 
an already congenitally weak point in the vessel 
wall. In 1928 Forbus® described defects of muscle 
of the media at the bifurcation angles of cerebral 
arteries. Tuthill’ in 1933 described splitting and 
reduplication of the internal elastic lamella at the 
bifurcation angles of the cerebral arteries, which 
lead to early fat absorption and atheromatous de- 
generation. Anomalies of the circle of Willis itself 
are also a factor in aneurysm formation. These 
gross anomalies are found frequently by those 
who study the vessels of the circle of Willis. Slany* 
found 14 cases of gross anomaly of the circle of 
Willis in 26 cases of cerebral aneurysm. The rela- 
tion of focal weakness of the arterial wall at the 
angles to aneurysm formation will be discussed 
later. 
Aneurysms oj the Circle of Willis 


In a series of over 5000 autopsies in a general 
hospital Fearnsides* found that 0.44% of deaths 
were due to ruptured cerebral aneurysms as com- 
pared with 0.91% of deaths due to intracerebral 
arterial hemorrhage. From the literature we have 
collected 1125 cases of cerebral aneurysm verified 
by autopsy or operation, and in a recent paper’? 
we have analyzed this material. 

The following findings were significant: 1023 
aneurysms were identified by artery involved. 489, 
or 48%, were located on the internal carotid artery 
or the middle cerebral artery. 156, or 15%, were 
of the anterior communicating, and only 296, or 
28%, were posterior to the internal carotid arteries. 
There were 859 aneurysms ruptured in the 1125 
cases from the literature. From a clinical stand- 
point the ruptured aneurysms are the most impor- 
tant, for they are the cause of Spontaneous Sub- 
arachnoid Hemorrhage. The artery involved by 
these ruptured aneurysms was stated in 786 cases. 
It is noteworthy that 591 cases of ruptured an- 
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eurysm were of the internal carotid, the middle 
cerebral, the anterior cerebral, or the anterior com- 
municating artery—that is, the anterior part of 
the circle of Willis. In only 195 cases was a rup- 
tured aneurysm posterior to the internal carotid 
arteries. From our statistics, therefore, one can 
predict that in 3 out of 4 cases of Spontaneous 
Subarachnoid Hemorrhage the aneurysm is on the 
anterior part of the circle of Willis, and the artery 
most frequently involved is the internal carotid 
artery or the middle cerebral artery. 

Aneurysms were found in patients of allages. The 
youngest patient in the literature was 1% years of 
age, the oldest 87. 54% of the patients were over 
40 years of age. 35% were from 20 to 40 years 
of age, and only 11% were under 20 years of age. 
The generally accepted clinical belief that cerebral 
aneurysms occur most frequently in young people 
was not substantiated by these findings. 

The following case history illustrates several 
pertinent points in the clinical course of Spon- 
taneous Subarachnoid Hemorrhage due to rup- 
tured intracranial aneurysm: 

A man, 57 years of age, fell unconscious while 
drying himself after a bath. In a few minutes he 
regained consciousness and complained of severe 
headache and stiff neck. Two days later, while 
returning from stool, he had another collapse. He 
was brought to the Rhode Island Hospital 3 hours 
later and admitted to the Neurological Service. He 
was still unconscious. On examination he showed 
stiff neck, Kernig’s sign, and bloody spinal fluid. 
Pulse was 60, temperature 99.5, respiration 20, and 
blood pressure 140/90. There was no paralysis. 
Optic disks were choked. Deep reflexes were greatly 
diminished. There was a Babinski sign on the right 
and a partial one on the left. Abdominal reflexes 
were absent. Consciousness returned in a few hours, 
and headache was severe. Spinal fluid remained 
bloody. Wassermann tests were negative. On the 
3d day in the hospital, pulse, temperature, and 
respiration were normal. There were retinal hem- 
orrhages. Lumbar punctures were repeated, and 
there was gradual improvement. Headache dis- 
appeared. Reflexes were normal. Spinal fluid was 
pale yellow and contained only 83 red cells per 
cu. mm. On the 13th day he complained of severe 
pain in the head, which localized over the right 
eye. Next day there was no headache, but the right 
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eyelid was closed, the eyeball was looking outward, 
and the pupil was large. This typical third nerve 
palsy showed that the bleeding aneurysm was on 
the circle of Willis at or near the right internal 
carotid artery. Again blood disappeared from the 
spinal fluid, and improvement continued as before. 
On discharge from the hospital on the 33d day 
spinal fluid was clear of blood, but the right third 
nerve palsy remained. Three and one-half months 
later he had no headache. There was no ptosis or 
strabismus and the right pupil was smaller than 
the left. 3 years later he is alive, well, and about, 
with no signs or symptoms. This case is quite like 
the one we have previously reported,’ in which a 
diagnosis of ruptured aneurysm of the right internal 
carotid artery was made and confirmed by autopsy. 

The previously reported case was of a man, 42 
years old, who was suddenly seized with violent 
headache and pain in back of the neck. He became 
spastic and lost consciousness before admission to 
the Rhode Island Hospital. On admission, he had 
stiff neck, bilateral Kernig signs, and bloody spinal 
fluid. For 15 days he showed gradual improvement, 
and spinal fluid cleared. On the 16th day he com- 
plained of diplopia and showed complete paralysis 
of the right third cranial nerve. Spinal fluid was 
again bloody. He improved for 20 days, and spinal 
fluid again became clear. On the 36th day neck 
sign and Kernig sign reappeared. Spinal fluid was 
bloody. He died 18 days later. At autopsy there was 
subarachnoid hemorrhage and ruptured aneurysm 
of the right internal carotid artery (Figure 2). The 
right third nerve was flattened against a mass of 
clot, which was in contact with the aneurysm. The 
arteries were smooth and translucent, and showed 
no evidence of arteriosclerosis, inflammatory dis- 
ease, or syphilis. This was a congenital aneurysm. 

In the cases of the literature aneurysms found 
on vessels showing no arteriosclerosis, embolus, or 
syphilis are known as congenital aneurysms. Of the 
572 cases of cerebral aneurysm from the literature 
which contained a statement of the condition of the 
arteries, only 32.7% showed no pathologic changes 
except the aneurysm. 49.5% had arteriosclerotic 
arteries, 12.2% were due to mycotic emboli, and 
only 5.6% were on arteries described as syphilitic. 
Thus, 67.3% of the cases from the literature had 
pathology of the arteries in addition to the an- 
eurysm, and only 32.7% of cases had aneurysm on 
vessels without other pathology. 
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Angles and Aneurysms 

Tuthill’ has studied the relation between arterio- 
sclerosis and cerebral aneurysm. He finds areas of 
split elastic and collagen fibers in the intima of 
cerebral arteries at the angles of bifurcation. This 
peculiarity of the internal lamella is present at the 
angles from birth and may remain unchanged 
throughout life. However, these areas of split elastic 
and collagen fibers tend to absorb fat, making the 
angles of the cerebral arteries more liable to early 
arteriosclerosis and subsequent aneurysm forma- 
tion. 


J.A. ANEURYSM ano NIT PALSY 








_ Figure 2: Diagram of a ruptured aneurysm of right 
internal carotid with involvement of oculomotor nerve. 


Forbus® offers an explanation of the mode of 
origin of congenital aneurysms. He finds defects of 
muscle of the media at bifurcation angles of cere- 
bral arteries. He shows that these muscular defects 
date from embryonic life, and concludes that they 
are of developmental origin. 

These recent pathological studies confirm Eppin- 
ger’s original suggestion that the circle of Willis 
has aneurysms because it has angles. The contribu- 
tions of Tuthill and Forbus are of great impor- 
tance, for they show how some aneurysms may be 
due to congenital defect of the muscle layer at an 
angle, and other aneurysms may be due to early 
arteriosclerosis secondary to congenital abnormality 
of internal elastic lamella at an angle. 
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Gross anomaly of the circle of Willis is another 
factor contributing to aneurysm formation. An 
anomaly results in a narrowing or complete absence 
of part of the circle, and thus interferes with the 
normal intra-arterial pressure relationships. Exces- 
sive strain is thereby placed upon the artery wall 
proximal to the anomaly, and the weak point in 
the vessel wall at the angle usually gives way. The 
following case previously reported,’® illustrates the 
occurrence of aneurysm at the site of a gross 
anomaly : 


L.J. ANOMALY ano ANEURYSM 
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NEURYSM 





Figure 3: Diagram of a ruptured aneurysm at the site 
of a gross anomaly of the circle of Willis. 


The patient was a 24 year old boy, who fell 
unconscious while dancing and died next day. At 
autopsy there was extreme atheromatous degenera- 
tion of the arteries at the base of the brain. There 
was a large ruptured aneurysm at the anterior end 
of the basilar artery, projecting toward the left. 
(Figure 3). At the site of the aneurysm there 
was a developmental anomaly. On the left the 
basilar artery ended blindly in the aneurysmal 
sack. It did not join with the left posterior com- 
municating artery to complete the circle of Willis 
and make a posterior cerebral artery. The left 


posterior communicating artery was greatly en- 
larged and supplied the field of the left posterior 
cerebral artery without a branch from the basilar 
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artery. There was also syphilitic aortitis and a poly- 
cystic kidney. Here, ‘then, is a case of aneurysm in 
which there was gross-developmental anomaly at 
an angle, arteriosclerosis, and syphilis. 


DEVELOPMENT OF THE CIRCLE OF WILLIS 


ory 


A B Cc 





Figure 4: 3 stages in the development of the circle of 
Willis. In Stage A there is no communication between the 
anterior cerebral arteries or between the basilar and the 
posterior cerebral arteries. In Stage B there is a complete 
circle of Willis, but the anastomosis between the basilar 
and posterior cerebral arteries is relatively narrow. Stage 
C represents the normal “adult” type of circle of Willis 
with the posterior cerebral arteries supplied mainly by the 
basilar artery. 


The developmental origin of this gross anomaly 
is apparent when one considers the embryology of 
the circle of Willis. It represents an arrest of 
development at Stage A shown in Figure 4. Accord- 
ing to Stopford," “The posterior communicating 
artery is relatively larger and more important dur- 
ing the early weeks of intrauterine life, when it rep- 
resents the origin of the posterior cerebral from the 
internal carotid, than later, when the posterior 
cerebral is reinforced by anastomosis with the 
basilar and the posterior communicating artery is 
no longer essential for the maintenance of the blood 
supply of the posterior part of the cerebrum.” He 
found that complete absence or incomplete devel- 
opment of the anastomosis between the basilar and 
the posterior cerebral arteries is the commonest 
gross defect of the circle of Willis. 


The Treatment of Intracranial Aneurysm 


In Spontaneous Subarachnoid Hemorrhage the 
diagnostic lumbar puncture begins the treatment. 
Bloody fluid means bleeding into the subarachnoid 
space. It is not uncommon for patients with this 
disease to get immediate relief from headache by 
the initial lumbar puncture, that made diagnosis 
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certain. Lumbar puncture withdraws blood. Blood 
is an irritant to the meninges, causing painful stiff 
neck and Kernig’s sign. One of us in a long series 
of cases has seen none in which lumbar tap in- 
creased hemorrhage. In general, we may say that 
treatment is reduction of increased intracranial 
pressure and removal of irritating blood. For ex- 
ample, in the first case reported above frequent 
lumbar punctures added immensely to the patient’s 
comfort. The surgical treatment of Spontaneous 
Subarachnoid Hemorrhage is the treatment of the 
aneurysm. At the first attack of bleeding surgical 
interference is not generally attempted. On repeated 
bleedings surgical treatment of the aneurysm may 
be considered. 

Victor Horsley'* performed the first operation 
for the relief of intracranial aneurysm. The patient 
was operated on for brain tumor about 1902, and 
an aneurysm of the right internal carotid was seen. 
Horsley ligated the right internal carotid artery in 
the neck. The patient was well 5 years later. 

Since Horsley’s time a number of surgeons have 
treated cerebral aneurysm by ligating the internal 
carotid or the common carotid artery in the neck, 
but these ligations are not without danger. Dandy 
says that there is “always great danger of totally 
occluding the internal or common carotid. Matas 
states that 20 to 25% of all ligations of the common 
carotid at all ages are followed by cerebral disturb- 
ances and 10% die, and that essentially the same 
results follow ligation of the internal carotid. After 
35 one should regardevery total ligation of either the 
common or internal carotid as a potential cause of 
death or cerebral disability, and therefore, to be 
undertaken only after testing collateral circulation 
beforehand, or otherwise only when the occasion 
leaves no escape. After 60, or even 50, few total 
lig@ttions are possible without disastrous conse- 
quences. Dott'* of Edinburgh has operated suc- 
cessfully on several cases of aneurysm of the circle 
of Willis. He uses a direct intracranial approach. 
The aneurysm is localized by thorotrast angiog- 
raphy, as devised by Moniz of Portugal. Thordtrast 
is injected into the internal carotid in the neck, and 
an X-ray picture is taken within a few seconds. 
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If an aneurysm shows by X-ray and surgical treat- 
nent is indicated, he has its location. The surgical 
treatment is not without its dangers. The low mor- 
tality in the hands of surgeons here and abroad, 


although on a small number of cases, offers promise. 


CIRCLE OF WILLIS 


149 


Conclusion 

The circle of Willis is not a circle. It is a polygon 
composed of straight arteries joining and branching 
at angles. Aneurysms occur at the angles, where 
there is local weakness of the arterial wall. Devel- 
opmental anomalies of the internal elastic layer pre- 
disposes to early arteriosclerosis and aneurysm for- 
mation at the angles. 49.5% of aneurysms were 
found on arteriosclerotic arteries. Developmental 
defect of the muscle of the media at the bifurcation 
angles predisposes to formation of so-called “con- 
genital” aneurysms on arteries which are otherwise 
normal. 32.7% of aneurysms occurred on arteries 
which showed no pathologic changes other than the 
aneurysm. Gross anomaly of the circle of Willis 
itself is an important factor in the formation of 
cerebral aneurysms. The commonest gross defect 
of the circle of Willis is partial or complete absence 
of anastomosis between the basilar and the posterior 
communicating artery. The medical treatment of 
ruptured intracranial aneurysm is treatment of sub- 
arachnoid hemorrhage. The surgical treatment of 
repeated subarachnoid hemorrhages is the treat- 
ment of the ruptured aneurysm. 
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REDUCTION OF FRACTURES OF THE 
ACETABULUM WITH PENETRATION 
OF THE HEAD OF THE FEMUR 
INTO THE PELVIS 
REPORT OF THREE CASES 


Ropert LELAND MAyNArD, M.D. 
289 CoLLEGE STREET, BURLINGTON, VERMONT 


I have had occasion to treat three of these cases, 
all of which occurred in four months’ time, and 
saw a fourth such case a little over a year ago. 
Bearing in mind the poor result in the fourth case, 
whose physician made numerous attempts at reduc- 
tion without success, I felt that some better pro- 
cedure could be adopted in these cases. I consulted 
several of the more recent books dealing with frac- 
tures and found that they all mentioned abduction 
of the extremity as the proper procedure to follow 
in attempting reduction. The technique and discus- 
sion of treatment was sketchy and vague and 
seemed to me faulty in a mechanical sense. Abduc- 
tion under force, attempting to use the side wall 
of the pelvis as a fulcrum to pry the head of the 
femur out of the pelvis, locks the fragments of 
bone from the acetabulum more tightly around the 
head and neck of the femur. The more force 
applied, the more tightly wedged the femoral head 
becomes. Moreover, there may be no intact portion 
of the pelvis left to use as a fulcrum. | felt that 
manipulation in adduction was much more likely 
to be successful, and, with certain additional steps 
this proved to be correct and reduction was accom- 
plished. A search of numerous text books since that 
time has shown in some of the older books that 
others have had similar experiences but the dis- 
cussion is still rather vague and incomplete. I felt 
it would be worth while to make the discussion of 
such cases as clear and practical as possible. Wilson 
and Cochrane in their second edition, printed in 
1928, mentioned lateral traction and adduction. 
Scudder in his 1926 tenth edition mentions adduc- 
tion. Cotton in his 1924 second edition discusses 
more fully suggesting downward and outward trac- 
tion with rotation, and also speaks of placing a 
cushion between the legs to act as a fulcrum over 
which the head of the femur may be pried out. He 


Read before the one hundred and twenty-ninth Annual 
Meeting of the Rhode Island Medical Society, Providence, 
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Assistant Professor of Surgery, University of Vermont 
College of Medicine, Burlington. 


also speaks of Murphy’s scheme of using a fulcrum 
bearing on the adductor surface of each thigh per- 
mitting downward traction across this fulcrum as 
a logical treatment and one deserving trial. He 
mentions three cases of his own in which he used 
the intact portion of the pelvis as a fulcrum for 
the flexed thigh to work against. Ochsner in 1922 
described placing the patient on the floor with a 
wide bandage or strap looped around the thigh. 
The thigh was then flexed to a right angle and 
simultaneous traction was made upward and later- 
ally with adduction if necessary. Keen in 1919 
advised flexing the thigh and adducting the limb 
forcibly with the inner side of the thigh on a sand 
bag and the pelvis held steady. 

My discussion of this injury is as follows: 

Etiology—Falls or blows, striking directly on 
the great trochanter and hip region (it is possible 
this fracture may occur by the patient falling and 
striking his foot on the affected side). 

Symptoms and findings—There is slight flexion, 
abduction and external rotation of the thigh with 
not more than one-half inch shortening of the 
extremity. Limitation of motion of the hip with 
the feeling of resistance and partial fixation, more 
than would be caused by pain and muscle spasm. 
There may or not be soft crepius. The great 
trochanter is posterior to its normal location and is 
less prominent than normal. Pain is not as a rule 
too severe. Intrapelvic complications may be pres- 
ent especially if there are associated pelvic frac- 
tures. The X-ray shows a fracture through the 
acetabulum with penetration of the head of the 
femur into the pelvis and fragments of the ischium 
pushed in before it. There may be fragments im- 
pinging on the head and neck of the femur. 

Treatment on admission to the hospital—Patient 
is put to bed preferably on a fracture bed or if 
that is not available with the fracture boards in 
under the mattress. Shock is treated if present and 
close watch of the patient is kept for complications. 
Ten to twenty-five pounds of longitudinal and lat- 
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eral traction is applied to the extremity. After a 
few days when the patient has recovered from the 
shock of his injury and is feeling better and has 
been shown to be a suitable case for general anes- 
thesia, a forcible manipulation under general anes- 
thesia should be done. Manipulation must not be 
too long delayed or reduction may not be possible. 
The patient is placed upon a fracture table with 
the perineal post in place and well padded. The 
foot on the well side is firmly fastened to the foot 
piece and the pelvis is held steady by an assistant. 
The hip is first manipulated in all directions to 
break up impaction if any is present. The thigh is 
then flexed on the abdomen and the leg on the 
thigh each toa right angle or more. Forcible adduc- 
tion and internal rotation of the extremity is done 
against lateral pull placed as high on the inner 
aspect of the thigh as possible. I found this was 
best accomplished by having an assistant push the 
knee on the affected side downward toward the 
floor as the leg and thigh were adducted and inter- 
nally rotated while I used my locked hands as 
the fulcrum on the inner aspect of the thigh and 
pulled outward against his application of force as 
described above. The head of the femur during 
this manipulation comes back outward and usually 
brings the ischial fragments with it. The manipu- 
lation is then finished by making longitudinal trac- 
tion by means of the foot traction on the table and 
by lateral traction through a heavy swathe passed 
around the patient’s upper thigh close to the body 
and around the operator’s back. This allows the 
operator who faces the side of the table and braces 
his feet against it to lean backward on the swathe 
and exert a great deal of lateral traction. It is 
desirable at this point to check the situation by 
X-ray and if found satisfactory, the patient is 
returned to bed and longitudinal and lateral traction 
is continued for four to six weeks longer or until 
the X-ray shows a fair bony callus. The patient 
remains two to four weeks longer in bed. He is 
allowed to exercise the extremity actively as soon 
as possible after the manipulation and during his 
convalescence. Muscle setting exercises are very 
necessary to maintain muscle strength and local 
circulation should be stimulated to give the muscles 
and other soft tissues their proper nourishment and 
thus avoid a great deal of atrophy. The patient is 
then allowed up and about using crutches and a 
cane for another two months. All of these cases 
have some recurrence of the deformity and all of 
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them have shown a small amount of limitation of 
adduction and internal rotation and flexion of the 
hip. Other motions are normal. There is no short- 
ening of consequence and only a slight limp is 
apparent. There has been very little pain and dis- 
comfort, bony healing is good, and the functional 
result is very good even in the case where the 
poorest reduction was made. This result is most 
gratifying to the patient and to the surgeon, espe- 
cially when compared to the usually poor and 
sometimes very bad functional results seen in cases 
of this sort where the reduction has not been 
accomplished. The three cases I have had in the 
order of admission strangely enough were all 53 
years old. One had led an active and exposed out- 
door life and had some trouble before his injury 
from rheumatism. The second case was ina highly 
hysterical woman and the third case in a World 
War veteran who had had a spastic paralysis for 
twenty years and who had found it increasingly 
difficult to walk before the time of his accident. 

Case number one, Mr. B., age 53, admitted to 
the Mary Fletcher Hospital September 9, 1939. 
He gave a history of having fallen downstairs 
striking full weight on the cement floor of the base- 
ment of his house on the left great trochanter and 
hip-joint region. He could not stand or bear weight 
and was brought to the hospital within a short time. 
For the eighteen or twenty mile trip to the hospital, 
he was simply strapped on the stretcher with 
pillows and blankets padding the extremity. Lon- 
gitudinal and lateral skin traction was applied, 
twenty-five and fifteen pounds respectively. He was 
very comfortable in traction and the position was 
slightly bettered but not nearly enough. On Sep- 
tember 15, he was reduced and traction was con- 
tinued until October 8. He was allowed up on 
crutches October 26 and went home November 24. 
He has made good progress and has healed solidly 
although there has been a slight loss of the amount 
of correction obtained and there has been some 
limitation of flexion, adduction and internal rota- 
tion of the hip. Some of the limited motion is 
accounted for by rheumatic changes. 

Case two, Miss S., age 53, admitted to the Mary 
Fletcher Hospital January 7, 1940. She had slipped 
off a curb stone and had fallen striking full weight 
on the right great trochanter and hip-joint region. 
She could not stand or walk and was very hysterical 
at the time and proved to be a highly hysterical and 
unruly patient throughout her course of treatment. 
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She presented the usual symptoms and the fracture 
was demonstrated by X-ray. She was put to bed 
and longitudinal and lateral traction, twenty and 
fifteen pounds respectively was applied. She also 
improved a little but not sufficiently and a forcible 
reduction was done January 9. Traction was con- 
tinued until February 6 and she was allowed to go 
home February 12 because of her extreme discon- 
tent. She started to use crutches March 4. She has 
made good progress and has returned to work. She 
continues to use the crutches although she does 
not need them. Bony healing appears complete 
and there is slight limitation of motion only in 
the directions of adduction, internal rotation and 
flexion. 

Case three, Mr. P., age 53, admitted to the Mary 
Fletcher Hospital January 14, 1940. He had fallen 
on the sidewalk three days before admission to the 
hospital striking full weight on the right great 
trochanter and hip region. He could not stand or 
walk and presented the usual findings as before 
outlined. He was a World War Veteran with spastic 
paralysis affecting both upper and lower extrem- 
ities and his speech. He had a cough and a tempera- 
ture of 101 degrees. Longitudinal and lateral trac- 
tion of twenty-five and fifteen pounds respectively 
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was applied. Slight improvement in the position 
was obtained but not enough. As his temperature 
subsided and the cough cleared up to a large extent, 
it was decided to attempt reduction. A forcible 
manipulation was done January 22 with not too 
good result probably because of a lax ligamentum 
teres and the length of time intervening between 
the injury and the manipulation because of the poor 
general condition of the patient. The head of the 
femur was brought out but the ischial fragment did 
not follow it. Traction was continued until Feb- 
ruary 6 and the patient returned home March 19. 
He was then sitting up and taking a few steps with 
help as he could not use his crutches at all well. 
He was a difficult patient and insisted on lying on 
his right side in bed, pulled his traction off several 
times, and fell out of bed twice while trying to get 
up. In spite of these handicaps and some recurrence 
of the deformity, motions are very good,with some 
limitation of motion in the usual directions and but 
little apparent deformity. The X-ray shows bony 
healing with some recurring depression of the 
femoral head and very little betterment in the posi- 
tion of the large ischial fragment. 

I will now show you some slides of the films taken 
on these cases. 





Case II. Before reduction. Note penetration of head of 


femur. Right side. 


Case II. Healed. Note good position of fragments and 
reposition of head of femur. Right side. 
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Case I. Before reduction. Note depression of femoral Case I. Healed. Note the approximation of pelvic frag- 
head and wide penetration inward of pelvic fragments. ments. Only slight depression of femoral head. Left side. 
Left side. 





Case III. Before reduction. Note the separation of pelvic Case III. While in traction. Note only partial reduction 
fragments and the depression of head of femur. Right side. of pelvic fragments and bettered position of head of femur. 
Right side. 
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MEDICAL PREPAREDNESS 

The American Medical Association, through its 
Nationai Committee on Medical Preparedness, has 
sent to every doctor in the country a questionnaire 
covering the past and present status of each indi- 
vidual, asking that this be promptly and completely 
filled out and returned to the Chicago office of the 
Association. 

The purposes of this action on the part of the 
American Medical Association, as explained ina re- 
cent number of THE JouRNAL*, are twofold. First: 
to be forehanded in supplying the Government with 
all available data regarding the doctors of the 
country and second: to give such information in 
sufficient detail to insure their proper military dis- 
position, should need arise to call them into the 
several services. 

It is recalled that in the World War of 1917-18, 
appointment to service was often most unsuitable ; 
a Neurological Specialist served, for a time, as 
Sanitary Inspector, a first class Internist was called 
to front line Surgical Service and an equally com- 
petent Surgeon to a Pneumonia Ward. These are 
facts, not fancies. 

That the American Medical Association is taking 
a wise, decisive and patriotic stand in promptly 
collecting these facts, many of which, though by no 
means all, are already in its files, is not open to 
question; that the Medical Profession will and 
should respond enthusiastically is also not to be 
doubted. The Government is acting promptly ; the 
American Medical Association has now opened the 
way for us, as individuals, to respond with no less 
promptness, and thus prepare ourselves for what 
may come. 

Always loyal and patriotic, we doctors cannot be 
laggard in doing our share. That share, at present, 





* The Journal A. M, A., July 20, 1940, p. 223. 


is for each and every one of us here in Rhode Island, 
who has not already done so, to fill out, fully and 
accurately, the questionnaire on our desk ; to do it, 
not tomorrow, but today! 





STATE COMMITTEE ON 
MEDICAL PREPAREDNESS 
Hatsey DEWo tr, M.D., Chairman 
Lucius C. Kineman, M.D. 
Guy W. WELLs, M.D. 


Last June, the Board of Trustees of the Ameri- 
can Medical Association, under authority of the 
House of Delegates, created a Committee on Medi- 
cal Preparedness, consisting of seven members of 
the House, with the President and Secretary of the 
American Medical Association, the Secretary of 
the Board of Trustees and the Editor as ex officio 
members. The seven members of the House were 
chosen from widely separated sections of the Coun- 
try and later, in addition to this Committee status, 
were designated as National Representatives in the 
several Corps Areas; moreover, a State Represen- 
tative and State Committee on National Prepared- 
ness was named for each State, the State Repre- 
sentative being Chairman of the Committee. 

These activities, together with the purpose and 
general plan, have been reported in recent numbers 
of the Journal of the American Medical Associa- 
tion, but as these facts may have escaped the notice 
of many individual physicians in Rhode Island, and 
as some confusion may exist relative to them, it is 
believed worth while to explain the matter briefly 
in the RHODE ISLAND MEDICAL JOURNAL. 

The personnel is as stated above, with the addi- 
tional comment that the members of the National 
Board are well known throughout the Country and 
the State Representatives are men actuated only by 
a sense of patriotic duty. 

The original resolution passed by the Board of 
Trustees, tells clearly the purpose in view— 

“That this Committee establish and maintain con- 
tact and suitable relationhip with all governmental 
agencies concerned with the prevention of disease 
and the care of the sick, in both civil and military 
aspects, so as to make available at the earliest pos- 
sible moment every facility that the American 
Medical Association can offer for the health and 
safety of the American people and the maintenance 
of American democracy.” 
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The functions of the State Representative and 
Chairman include the following : 

1. Contact with and coordination of the activi- 
ties of State, County and District Medical Societies. 

2. Cooperation with County Medical Societies 
in securing completion and return of the Question- 
naire on personal information. 

3. Toestablish mechanisms for securing supple- 
mentary information to the Questionnaire when 
necessary. 

4. To organize a State or Territorial Committee 
on Medical Preparedness to be composed of the 
President and the Secretary of the constituent State 
or Territorial Medical Association, the State Chair- 
man for the Committee on Medical Preparedness 
and ex officio the member of the Committee on 
Medical Preparedness of the American Medical 
Association within whose Corps Area the State or 
Territory is located and such other members as this 
group may select. 

5. To assist in the organization of County Com- 
mittees on Medical Preparedness. 

6. To invite local and State Health Authorities 
to participate in the work of the program particu- 
larly in the matter of civilian health. 

7. To arrange for the dissemination of informa- 
tion on Medical Preparedness to the groups that 
are concerned with any particular matter. 

8. To assist in the verification of the qualifica- 
tions of physicians desired for service in the Army, 
industry, special physical examinations and other 
special work necessary for National Defense. 

9. To report to the Committee on Medical Pre- 
paredness a list of the names of physicians from 
each County of the State whose services are be- 
lieved to be necessary for the maintenance of civil- 
ian health and who should, in the opinion of the 
State Committee on Medical Preparedness, be 
exempt from Military Service. 

Up to the present time the activities undertaken 
by your State Committee have been limited to— 

1. An effort to encourage and hasten return of 
the Questionnaire sent out recently by the American 
Medical Association. At this writing, 50% have 
been returned, which seems hardly creditable from 
a professional group so supposedly intelligent as 
the Medical. It is rumored that a so called ‘‘sales 
resistance” has arisen, from the fact that conceiv- 
ably something is being ‘‘put over,” though this is 
far from the fact. The American Medical Associa- 
tion wants this complete information for two rea- 
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sons: One :—that it may be a jump ahead of the 
Government agencies in supplying the information 
for which the Government will one day undoubt- 
edly ask and must have, and two :—that this infor- 
mation may surely find for each individual the place 
best suited to his special qualifications. It would 
seem that, if not for patriotic, for personal and 
selfish reasons, the Questionnaires should be an- 
swered fully and promptly.* 

2. The work of assisting the State Government 
in the appointment of Medical Examiners of En- 
rollees, when and if, as expected, some form of 
Selective Service Bill passes the Congress.** 

Local Boards to put “the Draft” into effect are 
now being set up, and to each of them a Medical 
Examiner and Alternate are to be attached. Gover- 
nor Vanderbilt, whose duty it is to appoint these 
Examiners, has asked for nominations from the 
various District Societies. 

The National Committee is calling to a Meeting 
in late September, in Chicago, all State Chairmen 
and is apparently planning a broad program. Your 
own State Committee, though so far having been 
called upon but in a small way, looks forward to as 
yet unforeseen activities as well as hoped for use- 
fulness to the Medical Profession, the public and the 
State of Rhode Island. It welcomes question, dis- 
cussion and suggestion from all concerned and 
especially from the Medical Profession. 

Signed: 
Hasty DeWo tr, M.D. 
State Representative 


*See Editorial in this number. 
** Now passed. 
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Minutes of the One Hundred and Twenty-ninth 
Annual Sessions 
Continued from Page 142 


Report of the Committee on Compulsory 
Membership in the State Society 


When compulsory membership was first pro- 
posed in the House of Delegates and the Committee 
appointed to study the situation, it seemed as though 
everyone realized the necessity of a strong state 
organization. As the records were searched and the 
percentage of members in district societies who 
were not state members ascertaned, it seemed as 
if it would be an easy task to convert these strag- 
glers to the cause. To date the committee has been 





156 RHODE ISLAND MEDICAL JOURNAL 


able to accomplish but little in this respect. First, 
the very name of the Committee and the word 
compulsion has proved to be somewhat of a boom- 
erang. Secondly, there seems to be but little en- 
thusiasm at this time for compulsory state mem- 
bership and, thirdly, the financial aspect of the 
question has proven itself to be an issue. All of 
these objections are based on false premises but 
the committee is in the position of being able to 
lead the horse to water but not to make him drink. 
In answer to the objections: first — the stigma of 
the word compulsion is but an alibi for the critics 
who will not be coerced or compelled to do any- 
thing let alone join their own state medical society. 
Secondly, the lack of enthusiasm is pathetic. How 
are we to combat cults and adverse medical legis- 
lation without a strong state organization, nor are 
we in a position to propose any remedial changes 
by law if we do not adequately represent the vast 
majority of medical men; to witness the ten years 
that have passed before the Basic Science Act 
finally became a law and then only by compromising 
with the cults. Medical men, especially in this state, 
fail to realize that in their numbers lie their 
strength but they must be organized in order to 
accomplish anything. We also need the financial 
remuneration that would accrue from a larger 
membership in order to carry the expenses of the 
state society; our income from funds and estates 
is either running low or they are not as productive 
as formerly. Out of approximately 1,000 doctors 
in Rhode Island (census figures gave 938 in 1938) 
but a scant 486 are state society members. Both 
we and they should hang our respective heads in 
shame. Providence District Society has a member- 
ship of 517 — 31 more than the state has. Although 
comparisons are odious they must be made. There 
are 729 district society members in the six Rhode 
Island districts, yet of the same, 486 or but 64% 
are state members. Then, finally, the financial 
aspect. The same old cry they can’t afford it. If 
an organization is worth having it is worth sup- 
porting. Medical men spend much money foolishly 
and for their own amusement but mighty little in 
comparison for their own betterment. If the state 
dues were $25 per year they would be worth paying. 
You get out of an organization what you make it 
do for you. Many of the cults, it is reported, tax 
their members far and above what we pay yearly 
in order to weld themselves into a forceful unit 
and also to combat legislation deemed hostile to 


them. 
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Your Committee sent out a questionnaire to each 
district society in order to get their viewpoint on 
the advisability of compulsory state membership 
with the following results: . 

The Executive Committee of the Providence 
Medical Association stated that they were in favor 
of a strong drive to persuade their members who 
were not state members to join the state organiza- 
tion but they did not favor compulsory membership 
as a requirement at this time. 

Washington County district made state member- 
ship a requisite for district membership but to date 
it has not worked out as smoothly as it theoretically 
appeared. 

Pawtucket canvassed its members individually 
and, of 41 cards returned, 24 were in favor and 17 
against required state membership at this time 
although three years ago this group voted as a 
society for compulsory state membership and later 
rescinded the proposal, because of disagreement of 
collection of dues. 

Woonsocket, Kent and Newport districts to date 
have not reported. Therefore, from the informa- 
tion at hand it can be safely deduced that the pres- 
ent time with the general unrest and uncertainty is 
not apropos for the subject of compulsory state 
membership. It would seem more desirable that a 
drive of some sort be inaugurated in the fall for 
increased state society membership and to this end 
the Providence Medical Association has generously 
offered its aid through the medium of its publica- 
tion “Medical News.” 

Respectfully submitted, 
Rosert T. Henry, M.D., 


Chairman. 





Report of the Committee on Education, 
State and National 


Herewith is submitted the report of the Com- 
mittee on Education of the R. I. Medical Society 
for the year commencing June 1, 1939. 

The fifteen-minute radio talks which were in- 
augurated anew in December 1938 and which were 
very gratefully received by a large and growing 
audience have been continued without letup to the 
present time. The biannual medical lectures to the 
general public previously held in the R. I. Medical 
Society Library on Sunday afternoons were <is- 
continued because of poor attendance in the pre- 
ceding year. It was felt that the radio talks com- 
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manded greater interest from the general public 
and were more gratefully received. 

The following is a list of the radio talks pre- 
sented over Station WPRO on Sunday afternoons : 


25. June 4 The Problem of Appendicitis, Dr. A. 
Scorpio, Providence, R. I. 

26. June 18 Emergency Aid, Dr. S. Davies, West 
Warwick, R. I. 

27. June 25 Abdominal Pain, Dr. R. Whitmarsh, 
Providence, R. I. 

28. July 2 American Medicine Today, Dr. J. P. 
Eddy, 3rd, Providence, R. I. 

29. July 9 Burns—What You Should Know 
About Them, Dr. F. Webster, Rum- 
ford, R. I. 

30. July 16 Drowning, Dr. L. Cerrito, Wes- 
terly, R. I. 

31. July 23 Food and Intestinal Hygiene for 
Summer, Dr. F. Cummings, Prov- 
idence, R. I. 

32. July 30 Infantile Paralysis, Dr. E. J. West, 
Providence, R. I. 

33. Aug. 6 Diabetes, Dr. L. E. Burns, Newport, 
| 

34. Aug. 13 The Blue Cross and Non-Profit Plan 
for Hospital Care, Stanley H. 
Saunders, Providence, R. I. 

35. Aug. 20 Backache, Dr. A. Eddy, Woon- 
socket, R. I. 

36. Aug. 27, Headaches, Their Significance and 
Treatment, Dr. W. Jones, Prov- 
idence, R. I. 

37. Sept. 3 The Providence District Nurse and 
the Blue Cross, Miss Fitzpatrick, 
Providence, R. I. 

38. Sept. 10 Pre-School Examinations for Chil- 
dren, Dr. E. Kelly, Pawtucket, R. I. 

39. Sept. 17 Pernicious Anemia, Dr. W. S. 
Streker, Providence, R. I. 

40. Sept. 24 The Problems of a City Health De- 
partment, Dr. J. Smith, Providence, 


41. Oct. 1 The Problem of the Common Cold, 
Dr. H. Jones, Cranston, R. I. 
42. Oct. 8 The Importance and Care of Your 
Feet, Dr. H. Rogell, Providence, 
R.I. 
43. Oct. 22 Deafness, Dr. W. Buffum, Prov- 
idence, R. I. 
44. Oct. 29 Food Poisoning, Dr. N. MacLeod, 
Newport, R. I. 
45. Nov. 5 Head Injuries, Dr. W. Pickles, 
Providence, R. I. 
46. Nov. 12 Gall Bladder Disease and Gall 
Stones, Dr: A. Migliaccio,, Prov- 
idence, R. I. | 
47. Nov. 19 The Surgery of Tuberculosis, Dr. 
J. M. Beardsley, Providence, R. I. 
48. Nov. 26 Blood Poisoning, Its Causes and 
' Treatment, Dr. J. Ruisi, Westerly, 
R. I. 


49, 
50. 
Se. 
Sz. 
53. 


54. 
Sh 
56. 
57. 
58. 
59. 
60. 


61. 
62. 
63. 
64. 


65. 


Dec. 


Dec. 
. 24 
a 


Mar. 
. Mar. 
. Apr. 
. Apr. 
. Apr. 
. May 


3 
10 


71. May 12 


Arteriosclerosis, Public Enemy No. 
1, Dr. G. Wells, Providence, R. I. 
Typhoid Fever, Dr. E. W. Bishop, 
East Providence, R. I. 

Erysipelas, Dr. K. Gregory, Prov- 
idence, R. I. 

Gas Poisoning, Dr. T. Krolicki, 
Pawtucket, R. I. 

Modern Advances in Mental Medi- 
cine, Dr. W. Weigner, Providence, 
x. S 

Tetanus or Lockjaw, Dr. R. Pearson, 
Providence, R. I. 

A Consideration of Anemia, Dr. 
H. A. Lawson, Providence, R. I. 
Exophthalmic Goitre, Dr. F. V. 
Hussey, Providence, R. I. 

Vitamins, Dr. M. Cutts, Providence, 
Bt 

The Blue Cross, Stanley H. Saun- 
ders, Providence, R. I. 
Pneumonia, Dr. J. F. Kenney, Paw- 
tucket, R. I. 

The Emergency Treatment of Frac- 
tures, Dr. K. Burton, Providence, 
R...s, 

A Discussion on Alcoholism, Dr. J. 
Donley, Providence, R. I. 

Measles, Dr. R. Allen, Providence, 
EE 

Obesity, Dr. W. Leet, Providence, 
R. I. 


The Removal of Foreign Bodies 
from the Food and Air Passages, 
Dr. L. C. Happ, Providence, R. I. 
Jaundice, Dr. R. Bray, Providence, 
| Ae 

Laryngitis, Dr. F. Sargent, Prov- 
idence, R. I. 

Ptomaine Poisoning, Dr. T. Krolicki, 
Pawtucket, R. I. 

Your R. I. State Infirmary, Dr. R. 
Crank, Providence, R. I. 

The R. I. Medical Society, Dr. E. S. 
Brackett, Providence, R. I. 

The Pre-School Child and the 
Spring Roundup, Dr. J. Langdon, 
Providence, R. I. 

National Hospital Day, Dr. A. 
Ruggles, Providence, R. I. 


1,079 letters have been received by your com- 
mittee from the general public requesting copies of 
these talks and this same number have been mime- 
ographed and mailed to the radio audience. The 
letters we receive indicate marked interest and 
appreciation for the work the R. I. Medical Society 
is doing, and it is the belief of your committee that 
these radio talks should be continued without letup 
every week in the year. Your committee wishes to 
express thanks to Miss Dickerman and her asso- 
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ciates and to Mr. John Farrell, Executive Secretary 
of the Providence District Society, for the work 
and assistance which they have rendered to the 
committee. We wish also to express our thanks to 
Station WPRO for its courtesy in giving us time, 
to Blanding & Blanding, Inc., for the advertising 
which has been freely contributed, and to the many 
members of the profession who have by their co- 
operation and suggestions been of invaluable aid. 
Respectfully submitted, 
Jesse P. Eppy, 3rp, Chairman 





Report of the Committee on Legislation, 
State and National 


More bills affecting the practice of medicine 
were introduced in the 1940 Rhode Island Legisla- 
ture than in many years. 

Senate Bill 717—For the control and eradication 
of Bang’s disease, appropriating $10,000 for the 
same. 

Senate Bill 7-A—Basic Science Act—An Act 
creating and setting up basic requirements for 
admission to examination. before the various pro- 
fessional Examining Boards in the Healing Art. 
This legislation has been championed for years by 
the State Medical Society and this year in amended 
form the Act was finally passed by both the House 
and Senate. 

House Bill 582-A—Sanitary inspection for the 
regulation of the bedding and upholstery business 
under the department of business regulation. 

House Bill 821 — Entitled “Bureau for the 
Blind,” transferring same from the Department of 
Education to the Department of Social Welfare. 

Senate Bill 247-A—-An amendment to the Oste- 
opathic practice Act providing that all applicants 
for certificates to practice osteopathy shall “conform 
with the same regulations concerning pre-medical 
education and examination and shall pay the same 
fees and be examined in the same subjects pre- 
scribed by the Board of Examiners of the Depart- 
ment of Health for issuance of a certificate to the 
practice of medicine and surgery.” 

House Bill 667—An appropriation of one thou- 
sand dollars for payment to the Woonsocket Hos- 
pital for its Maternity Department for expenditure 
during the fiscal year ending June 30, 1941. 

Senate Bill 207—Provides for an additional 
medical examiner in Washington County, making 
a total of six for that County. 
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House Bill 928—Provides that when services are 
rendered in bringing to land the dead body of a 
person found in any of the harbors, rivers or waters 
of this State, the medical examiner may allow such 
compensation. for such services as he deems rea- 
sonable. 

Senate Bill 136—Increase of maximum compen- 
sation to be allowed members of the milk control 
board. 

Senate Bill 55-A—An amendment to the Chiro- 
practic Art eliminating the fee of $10.00 for the 
original certificate issued to a successful applicant, 
the reduction of the annual registration fee from 
$8.00 to $2.00 and the signing of all certificates for 
license to practice chiropractic by the members of 
the examining board and director of public health. 

House Bill 907—An amendment to the sanitary 
code affecting employees of bakeries, etc. 

House Bill 973-A—Involving reorganization of 
some functions of the State Department of Social 
Welfare, increasing state aid to the cities and 
towns, providing broad State supervision of local 
welfare departments and extension of civil service 
to such departments. 

House Bill 1083—An appropriation of $6500 
for the repair of incinerator and for the purchase 
of motor food trucks at the State Sanatorium at 
Wallum Lake. 

Senate Bill 164—Provides that the Director of 
Social Welfare may place any patient of the state 
infirmary at board in a suitable family and such 
patient to be under the supervision of said Director 
or such agent as he may designate. 

House Bill 856—Providing for regular and spe- 
cial visits to the several state institutions by a 
visiting committee of five qualified electors of the 
state. 

The Committee wishes to thank Mr. John E. 
Farrell, Executive Secretary, for the very efficient 
help which he has given them during the year. 

Respectfully submitted, 
HersBert E. Harris, Chairman 





Report of the Social Security Committee 
This Committee has had no business transacted 
during the past year and has no report to make. 
Respectfully submitted, 


RoLAND HAMMOND, M.D., 
Chairman. 
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Report of the Committee on Arrangements 


The arrangements for the Annual Dinner of the 
Rhode Island Medical Society have been completed 
and the Committee wishes to report that the dinner 
will be held at the Pomham Club on June sixth at 
six-thirty in the evening. 

Certain complaints and dissatisfaction made by 
members in the past have been ironed out with the 
Steward at Pomham Club and it is expected that 
the food and service will be excellent. 

The location and comfortable surroundings of 
the Club make it ideal and convenient for the 
members. 

Respectfully submitted, 
NaTHAN A. Bototow, 
Chairman 





Report of the Committee on Annual Clinics 


The committee on clinics as per arrangement of 
last year has organized clinics in the four hospitals 
which did not have programs the preceding year — 
namely, Wednesday morning at the Providence 
Lying-In Hospital and Homeopathic Hospital and 
Thursday morning the Memorial Hospital and 
Butler Hospital. The programs are already in the 
hands of the printer. 

We have also arranged with Dr. Miller to have 
them printed in the June MepIcAL JOURNAL. 

The committee has also sent out a questionnaire 
for suggestions as to whether the present scheme is 
satisfactory or not and also for suggestions as to 
its betterment. This information is not available 
as yet. 

Respectfully submitted, 
Bertram H. Buxton, M.D., 
Chairman. 





Report of the Medical Defense Committee 


Your Committee has not been called upon during 
the entire year and no meeting has been held. No 
new malpractice case involving the membership 
outside the City of Providence has been brought to 
our notice during the current year. One very im- 
portant case pending at the beginning of the current 
year was satisfactorily adjusted out of Court by the 
defendant’s insurance company. A fairly substan- 
tial amount of money was involved in the settle- 


ment. 
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A malpractice action was brought against a young 
Providence physician who had no insurance cover- 
ing him and did not belong to the R. I. Medical 
Society. He has, however, joined the Providence 
Medical Association subsequent to the commence- 
ment of the suit. This case will come under the 
scrutiny of the Committee’ on Deportment and 


- Ethics of the Providence Medical Association. 


Respectfully submitted, 


Cuar.ts F. Gormty, M.D., 
Chairman. 





PROVIDENCE MEDICAL ASSOCIATION 
June Meeting 


A regular meeting of the Providence Medical 
Association was held at the Medical Library on 
Monday, June 3, 1940. The meeting was called to 
order by President John G. Walsh at 8:00 P. M. 
In the absence of the Secretary, the records of the 
previous meeting were read by the Executive Sec- 
retary and were approved. 

The Executive Secretary reported for the Exec- 
utive Committee as follows: 

That Dr. Robert G. Murphy, Chairman of the 
Committee on Health and Accident Insurance, read 
the final report of his committee which has been 
engaged in this study for the past year. The Exec- 
utive Committee commended the work of Dr. 
Murphy’s Committee and also praised his splendid 
report and suggested that the summary of it be used 
in the ‘Medical News” in July. Dr. Cutts moved 
the acceptance of the report on Health and Acci- 
dent Insurance with commendation and also moved 
that the report be submitted to the membership at 
the next meeting of the Association. The motion 
was seconded and passed. 

That the Executive Secretary presented a set of 
rules of agreement proposed by the Committee on 
Credit and Collection to govern the relations be- 
tween the Providence Medical Association and the 
Medical Clearing Bureau. It was moved that the 
report be presented at the next meeting of the 
Association. The motion was seconded and passed. 

That the President asked for a ruling on the ap- 
pointment of an Advisory Committee on Credit 
and Collection, and it was the opinion of the Exec- 
utive Committee members that the present Credit 
and Collection Committee be continued in the new 
capacity. 
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Dr. Robert G. Murphy, Chairman of the Com- 
mittee on Health and Accident Insurance presented 
the final report of that Committee. The report was 
accepted on a motion from Dr. Langdon, and placed 
on file, and the President announced that the sum- 
mary of the Committee’s report would be printed 
in the July issue of “Medical News.” 

Dr. John Dziob, Chairman of the Committee on 
Credit and Collection read the terms of agreement 
proposed for the operation of a credit and collection 
service between the Medical Clearing Bureau of 
Providence and the members of the Providence 
Medical Association. Dr. Batchelder and Dr. Arm- 
ington discussed the report and the latter suggested 
that an understanding be incorporated in the agree- 
ment relative to the withdrawal of accounts by 
individual doctors. Dr. John Dziob expressed his 
opinion on this matter and assured the members 
that such problems would be carefully considered 
by the Advisory Committee to the Medical Clearing 
Bureau. The report was accepted and President 
Walsh announced that he had assigned the present 
Committee on Credit and Collection to serve in the 
new capacity as Advisory Committee to the Medical 
Clearing Bureau. 

Dr. Philip Batchelder, Chairman of the Commit- 
tee on Tuberculosis spoke briefly relative to a recent 
meeting at the Providence Tuberculosis League for 
the purpose of examining the low-cost film which 
the League plans to use for mass survey. He re- 
lated that the work in this matter was still in the 
experimental stage and those members of his Com- 
mittee who attended the meeting were of the 
opinion that the Association should give approval 
to Dr. Pinckney to proceed in his efforts to deter- 
mine whether the proposition is workable and of 
practicable value. Discussion was raised by Dr. 
Corvese. The President expressed the opinion that 
this report was merely report of progress on the 
part of the Committee on Tuberculosis. 

The President announced that the obituary of 
Dr. G. Alder Blumer prepared by Drs. Arthur 
Ruggles and Halsey DeWolf, and the obituary of 
J. Edwards Kerney prepared by Drs. Frederic 
Hussey and Eliot Shaw, were on file with the 
Secretary. 

Dr. Robert W. Drew of Warren, Rhode Island, 
was elected to active membership. 

The President announced that the annual golf 
tournament and dinner will be held at the Wanna- 
moisett Club in Rumford on June 26, and stated 
that notices will be sent to all members in the im- 


mediate future. 
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Dr. Charles Gormly read letters received from 
the State Director of Social Welfare requesting 
that the State Medical Society designate a Commit- 
tee to work with the State Department of Social 
Welfare in revising the medical care plan and in 
formulating other policies with respect to medical 
care. Dr. Gormly also stated that a similar request 
of cooperation had been received by the Providence 
Medical Association, therefore he moved that a 
letter to the Providence Medical Association be 
accepted with appreciation for the desire of the 
Director of Welfare to cooperate with the Medical 
Profession and also moved that the Providence 
Medical Association urge that the State Medical 
Society cooperate fully with the State Welfare De- 
partment in carrying forward this work. The mo- 
tion was seconded and passed. 

Dr. Francis H. Chafee read a case report of a 
person allergic to peanut oil, confirmed by skin 
test. 

The President introduced Dr. Roland Hammond 
who presented as his topic, “The Oldest Scientific 
Book in the World —the Edwin Smith Surgical 
Papyrus.” Dr. Ira C. Nichols, second guest of the 
evening, presented the topic, “Delirium As A Dan- 
ger Signal.” Dr. Nichol’s paper was discussed by 
Dr. Hugh Kiene. 

The meeting adjourned at 10:35 P. M. Collation 
was served. Attendance: 165. 

Respectfully submitted, 
Joun E. Farrett, Executive Secretary, 
in the Absence of the Secretary. 





CIVIL SERVICE EXAMINATIONS TO BE 
HELD FOR MEDICAL OFFICER 


The United States Civil Service Commission has 
announced open competitive examinations to fill 
medical officer positions in the United States Public 
Health Service and Food and Drug Administra- 
tion, Federal Security Agency ; Veterans Adminis- 
tration; Civil Aeronautics Authority, Department 
of Commerce ; and Indian Service, Department of 
the Interior. 

The examinations cover three grades with sal- 
aries ranging from $3,200 to $4,600, subject to a 
deduction of 31% percent toward a retirement an- 
nuity. Applications must be filed with the United 
States Civil Service Commission, Washington, 
D. C., and will be rated as received until further 
notice. 
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Applicants must have been graduated with an 
M.D. degree from a recognized medical school, 
and must have had professional experience in one 
of the following optional branches : Aviation medi- 
cine; cancer research; cardiology; dermatology ; 
eye, ear, nose, and throat (singly or combined) ; 
general practice ; industrial medicine ; internal med- 
icine and diagnosis ; medical pharmacology ; neuro- 
psychiatry ; pathology, bacteriology, and roentgen- 
ology (singly or combined) ; public health; sur- 
gery ; tuberculosis ; and urology. For some positions 
in the Veterans Administration applicants for asso- 
ciate medical officer, paying $3,200 a year, need not 
have had experience other than 1 year of intern- 
ship. Applicants for the associate grade must not 
have passed their fortieth birthday, and for the 
other two grades they must not have passed their 
fifty-third birthday. 

Further information regarding the examinations, 
and the detailed requirements, are given in the 
formal announcement. Announcements and appli- 
cation forms may be obtained from the Secretary 
of the Board of U. S. Civil Service Examiners at 
any first- or second-class post office, or from the 
U. S. Civil Service Commission, Washington D. C. 





OBITUARY 
DR. G. ALDER BLUMER 


Dr. G. Alder Blumer, Superintendent Emeritus 
of Butler Hospital, died in Providence on April 25, 
1940. For almost a quarter of a century, Dr. 
Blumer had been Superintendent of Butler Hos- 
pital. He was Superintendent Emeritus from 1922 
until the time of his death. 

Previous to assuming the superintendency of 
Butler Hospital, Dr. Blumer had been Superin- 
tendent of the Utica State Hospital, Utica, New 
York, being appointed Superintendent of Utica in 
December, 1886. 

Dr. Blumer was born in Sunderland, England, 
May 25, 1857. His early education was obtained in 
England, France and Germany. From 1874 to 
1875 Dr. Blumer attended the University of Edin- 
burgh as a medical student, but in the next year 
interrupted his medical studies in favor of a cul- 
tural course at the University of Durham. At the 
end of 1877 he came to America and after a short 
time spent in Texas he entered the University of 
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Pennsylvania as an advanced student, and received 
his M.D. in 1879. He served his internship in 
Philadelphia and it was through contacts with 
members of the staff of the Department of Mental 
Diseases of the Pennsylvania Hospital that he de- 
cided upon taking up psychiatry. In 1880 he was 
appointed an assistant on the staff of the Utica 
State Hospital, where he advanced rapidly until 
his appointment in 1886 to the Superintendency. 

From 1886 to 1894 he was Editor of the Journal 
of the American Medico-Psychological Associa- 
tion, now the American Journal of Psychiatry, and 
continued as Editor-Emeritus until the time of his 
death. 

In 1903 Dr. Blumer was chosen President of the 
American Medicc-Psychological Association. 

Dr. Blumer’s leadership at Utica and at Butler 
Hospital was most noteworthy for his abolition of 
all forms of mechanical restraint, for the develop- 
ment of occupational therapy, for the granting of 
greater liberty to individual patients, and for his 
championship of many causes favoring humanita- 
rian and scientific study and treatment of mental 
diseases. It was through the effort. of Dr. Blumer 
that the word “insane” was dropped from the title 
of Butler Hospital, and always he was a leader 
toward reforms tending to remove all stigma and 
misunderstanding from mental diseases. 

Dr. Blumer was a prolific writer and was master 
in the use of English. As he often said, “If a thing 
is worth saying, it is worth saying well.”” Those of 
us who were favored with letters from him will 
never forget his fluency of expression, his clarity 
of statement and his facility in the use of appro- 
priate quotations. To have known him and to have 
worked with him was a privilege never to be for- 
gotten. His leadership in the field of psychiatry 
has left its imprint which will endure for many 
years to come. 

In the more than forty years that he lived in 
Providence, Dr. Blumer was not only an outstand- 
ing leader in the field of psychiatry, but was always 
active in fostering all types of medical, as well as 
civic, progress. He was especially active in his 
writings and in his talks against unscientific med- 
ical cults. 

Dr. Blumer’s personality, his charm of conversa- 
tion and his warmth of friendship, his delightful 
approach to the interests of his fellows and espe- 
cially to those of his professional brethren is so 
well known to the older generation here in Rhode 
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Island, that it hardly needs mention. The very 
memory of him, however, brings all these traits to 
mind and assuredly will carry on for many years to 
come. His death removes one of the most valued 
members of the Providence Medical Association. 
ArTHUR Rucctes, M.D. 
Hatsrey DEWo tr, M.D. 





J. EDWARDS KERNEY, M.D. 


Dr. J. Edwards Kerney, well known specialist in 
urology, died suddenly on May 4, 1940, at the 
Memorial Hospital in Pawtucket, Rhode Island. 
He was born in New Haven, Conn., on October 23, 
1881, a son of John and Carrie (Bradley) Kerney. 
His home was at 221 Waterman Street, Providence. 

Before entering Yale University he attended the 
Booth College Preparatory School. During his 
college career he was active in undergraduate 
affairs, and was particularly interested in editorial 
work, serving as associate editor and later as editor- 
in-chief of the Yale Medical Journal. He received 
his M.D. degree in 1908 and came to Providence 
shortly after to serve an internship at the Rhode 
Island Hospital and at the Providence Lying-In 
Hospital. He began his private practice in 1910 in 
Providence. Early in his professional career Dr. 
Kerney achieved prominence in the urological field. 
In 1913 he had the opportunity to become asso- 
ciated with Prof. Hugh Hampton Young of Johns 
Hopkins Hospital in Baltimore in the Urological 
Department, and the following year served as 
urological resident for Dr. Young at the same hos- 
pital. Completing his work in Baltimore, Dr. 
Kerney returned to Providence to practice, confin- 
ing himself to urology in which he was recognized 
as an authority by his associates, who looked upon 
him as a man of ability and worth. 

On September 28, 1915, he married Miss Bertha 
Pendorf of New York. There were four children 
from this union, three girls and one son. Always a 
great lover of the out-of-doors, Dr. Kerney’s great- 
est pleasure was in his country place where he could 
relax with his family and enjoy the woods and 
beauties of nature. 

He had many responsibilities but was always 
kindly and courteous to those who asked his advice 
and assistance. He had a large medical and surgical 
following in Rhode Island and his loss will be 
keenly felt by friends, patients and the profession. 
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He was a member of the Providence Medical Asso- 
ciation, Rhode Island Medical Society, American 
Medical Association, American College of Sur- 
geons. In his particular field he was a member of 
the American Urological Association, American 
Board of Urology and the New England Urological 
Association. 

As Chief Urologist of both the Rhode Island 
Hospital and the Pawtucket Memorial Hospital, 
Dr. Kerney gave much of his time to these institu- 
tions. He also served on the staff of the St. 
Joseph’s Hospital, Miriam Hospital and Charles V. 
Chapin Hospital, all of Providence, the Westerly 
Hospital, the South County Hospital and the State 
Institutions. 

He is survived by his wife, his three daughters, 
Mrs. William A. Reid of Utica, N. Y., Joyce 
Bradley and Ruth, one son, Bruce Edwards, and 
three brothers, Robert S. of South Orange, N. J., 
Clifford R. of Ansonia, Conn., and Albert B. 
Kerney of Barrington, R. I. 

Burial was at Douglas, Mass. 

We suggest that this expression of loss to this 
Society in the death of J. Edwards Kerney be 
entered in the records and a copy of same be sent 


to Mrs. Kerney. | 
FrepDeErIc V. Hussey, M.D. 


Exiot A. SHaw, M.D. 





BOOK REVIEW 


CoMPENDIUM OF REGIONAL DIAGNOSIS IN LESIONS OF THE 
BRAIN AND SPINAL Corp. A Concise Introduction 
to the Principles of Localization of Diseases and 
Injuries of the Nervous System. By Robert Bing, 
Translated and Edited by Webb Haymaker. Elev- 
enth Edition, pp. 292, with 125 illustrations, 27 in 
color, and 7 plates. Cloth, $5.00. The C. V. Mosby 
Company, St. Louis, 1940. 

One readily recognizes this as the same book which has 
been so popular since the first publication in 1910, but 
considerably larger and with added illustrations. Regional 
diagnosis depends largely on knowledge and understanding 
of anatomy, physiology and pathology of the nervous sys- 
tem, and in these there have been considerable advances in 
the past three decades. Localization of functions in the 
cerebral cortex has improved, and our understanding of the 
basal ganglia and the vestibular pathways has increased. 
new aid in localization of lesions has also come through 
perfection of radiography following injections of lipiodol 
or air. 

This book is practically indispensable to those seriously 
interested in neurology, and the subject is made clear and 
concise. The diagrams are very helpful. 

Harvey B. SAansorn, M.D. 














